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Background
The delivery of the YWCA NSW Aboriginal Women’s Wellbeing (AWW) 
Program in 2010–2011 built on the successful pilot programs of 2009. 
The program’s primary goal is to collaborate with and support local 
communities to further develop the knowledge, skills and practical strategies 
of Aboriginal women in establishing healthier living practices for themselves 
and their families. 
The AWW Program began with the North Coast Area Health Service HEALInG 
(Healthy Eating Activities and Lifestyle for Indigenous Groups) Program, 
which has been operating since 2003. The AWW Program was developed 
with the support and help of Laurel Rogers from North Coast Area Health 
Service, whose HEALInG Program was used as a resource for the AWW 
program.
An evaluation of AWW programs in and around Lismore, Kempsey and Nowra 
GXULQJ  QRWHG oSHUVXDVLYH HYLGHQFH RI WKH SURJUDPVp SRVLWLYH ƯRZ
RQ HŐHFW IRU LPSURYLQJ WKH KHDOWK DQGZHOOEHLQJ RI FKLOGUHQ IDPLOLHV DQG
communities’ (Halse, 2010, p. 27). The evaluation also found that the YWCA 
NSW had established ‘strong, collaborative partnerships with the community 
organisations that are instrumental for improving health outcomes among 
Aboriginal people’ (p. 27). 
This report evaluates the AWW Program 2010–2011 and the extent to which 
recommendations from the 2009 evaluation have been actioned and realised. 
These recommendations called for the continued expansion and delivery of 
WKHSURJUDPWRJHWKHUZLWKƭYHVSHFLƭFUHFRPPHQGDWLRQVWRVWUHQJWKHQWKH
program:
s DFXOWXUDOO\DSSURSULDWHƭWQHVVWUDLQLQJSURJUDPGHYHORSHGE\DQ
 $ERULJLQDOSURIHVVLRQDOWRWUDLQƭWQHVVOHDGHUVWRLPSOHPHQWWKH
 ƭWQHVVWUDLQLQJSURJUDPLQWRWKHLUFRPPXQLWLHV
s DIRUPDOOHDGHUVKLSSURJUDPIRUFRXUVHJUDGXDWHVWRHTXLS
 them with the skills to become community-based program  
 leaders;
s DVWUXFWXUHGSURJUDPWREXLOGWKHPHQWRULQJVNLOOVRI$ERULJLQDO
 women to ensure sustainable and systematic change;
s DFFHVVWRPRUHIRUPDOPHWKRGVRIJRYHUQDQFHDQGEXVLQHVV 
 training for Local Aboriginal Program Coordinators, to help lead the  
 development of an independent delivery model; and
s DFRPSUHKHQVLYHORQJLWXGLQDOHYDOXDWLRQWRWUDFNWKHLPSDFWRIWKH
 Wellbeing Program and related initiatives in producing sustainable  
 outcomes and systematic social change.
Setting the Scene: Aboriginal 
Women’s Health in Australia
The Federal Government’s National Women’s Health Policy (Department of 
Health and Ageing, 2010) acknowledged that ‘certain groups of Australian 
women, particularly Aboriginal and Torres Strait Islander women, experience 
PDUNHGO\ZRUVHKHDOWKWKDQWKHJHQHUDOSRSXODWLRQpSDQGLGHQWLƭHGWKH
number one health priority for 2010–2030 as:
Prevention of chronic diseases through the control of risk factors, 
targeting chronic disease such as cardiovascular disease, diabetes 
and cancer, as well as risk factors such as obesity, nutrition, 
physical inactivity, alcohol and tobacco consumption. The policy 
also encourages a clearer understanding of the context of women’s 
lives, including the barriers that prevent women taking up healthier 
lifestyle behaviours (Department of Health and Ageing, 2010, p. 8; 
italics in original).
The AWW ProgramUHƯHFWVWKLVSROLF\SULRULW\LQSUDFWLFDOORFDOFRPPXQLW\
RULHQWHGJHQGHUVSHFLƭFDQGFXOWXUDOO\VHQVLWLYHZD\V7KHAWW Program 
directly addresses the key risk factors for cardiovascular, diabetes, and 
chronic kidney disease by providing practical information and skills to reduce 
Aboriginal women’s exposure to these risks and to build their protection 
against these risks.
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The AWW Program has a three-pronged structure organised around:
s SURYLGLQJDQGLQFUHDVLQJDFFHVVWRKHDOWKDQGPHGLFDOLQIRUPDWLRQ
s LPSURYLQJQXWULWLRQDQGKHDOWK\HDWLQJDQG
s LQFUHDVLQJSK\VLFDODFWLYLW\DQGZHOOEHLQJ
Thus, the AWW Program addresses some of the key social determinants of 
KHDOWKJHQGHUDFFHVVWRUHVRXUFHVGLYHUVLW\IRUUHGXFLQJLQHTXDOLWLHVDQG
improving the health outcomes targeted in the National Women’s Health 
Policy. 
The AWW Program responds directly to the National Health Goals for 
Women, particularly:
s SULRULWLVLQJWKHQHHGVRIZRPHQZLWKWKHKLJKHVWULVNRISRRUKHDOWK
 
s HQVXULQJDUHVSRQVLYHKHDOWKV\VWHPZLWKDFOHDUIRFXVRQLOOQHVV
 prevention and health promotion; and
s VXSSRUWLQJFROODERUDWLYHUHVHDUFKGDWDFROOHFWLRQPRQLWRULQJ
 evaluation and knowledge transfer to advance the evidence base of  
 women’s health (Department of Health and Ageing, 2010, p. 9).
These priorities were established through extensive consultation, including 
input from about 400 Aboriginal women through the Aboriginal Women’s 
Talking Circle:
Aboriginal and Torres Strait Islander women know that they are 
collectively sicker, poorer, less educated, more unemployed, less 
skilled, face greater numbers of their families in jail, die younger, 
attend a greater number of funerals in any one year, are subject to 
higher levels of violence and racism and sexism, and are regarded 
as marginal and a minority more than non-Indigenous Australian 
women (Fredericks, et al., 2010, p. 11, emphasis added).
The lived experience of Aboriginal women informs and drives delivery of the 
AWW Program in Lismore, Tamworth, Kempsey and Campbelltown. 
The AWW Program and ‘the gap’ 
in Aboriginal Women’s Health
One aim of the AWW Program LVWRDGGUHVVoWKHJDSpLQKHDOWKDQGTXDOLW\
of life outcomes between Indigenous and non-Indigenous Australians 
(Department of Health and Ageing, 2011; Council of Australian Governments, 
2012). As the Talking Circle stated:
Aboriginal and Torres Strait Islander women’s health should be the 
benchmark for all women in Australia and for Australian society. 
That is, by focusing on the health needs and improvements in health 
status of Aboriginal and Torres Strait Islander women, the overall 
KHDOWKVWDWXVRIDOO$XVWUDOLDQZRPHQDVUHƯHFWHGLQWKHVWDWLVWLFV
will show an improvement (Fredericks, et al., 2010, p. 15).
In 2006, the Indigenous Australian population was 517,000 or just 2.5% of 
the overall population (Australian Bureau of Statistics, 2011). By June 30, 
2011, there had been a population increase to 575,552 (2.6%) (healthinfonet). 
7KUHHTXDUWHUV RI ,QGLJHQRXV $XVWUDOLDQV OLYH LQ QRQUHPRWH DUHDV WKH
largest population (nearly 30%) being in NSW. 
An Indigenous male born in 2005–2007 is expected to live to 67.2 years, 
about 11.5 years less than a non-Indigenous male (who can expect to live to 
78.7 years). An Indigenous female born in 2005–2007 is expected to live to 
72.9 years, almost 10 years less than a non-Indigenous woman (82.6 years). 
The Indigenous population is also disproportionately young, with a median 
age of 21.0 years, compared to 37.0 for the non-Indigenous population (ABS, 
2011). Indigenous women tend to have more children (2.12 per woman) than 
non-Indigenous women (1.93 per woman). On average, Indigenous women 
aged 15–24 are likely to have four times as many children compared to non-
Indigenous women in the same age group (Yap & Biddle, 2009).
Because major population health surveys and censuses typically are 
FRQGXFWHGRQO\HYHU\ƭYHWRVL[\HDUVWKHVWDWLVWLFVFLWHGLQWKHAWW 
evaluation are still applicable. 
Thus, for example:
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s W\SHGLDEHWHVLVƭYHWLPHVDVKLJKLQ,QGLJHQRXV$XVWUDOLDQVDJHG
 35–44;
s UDWHVRIW\SHGLDEHWHVDPRQJ,QGLJHQRXV$XVWUDOLDQVDUH
 oVLJQLƭFDQWO\KLJKHUpDORQJZLWKoUHODWHGFRPSOLFDWLRQVLQFOXGLQJ
 infections, renal disease, heart disease, blindness, cerebrovascular  
 disease and neuropathy’;
s WKHGHDWKUDWHIURPKHDUWGLVHDVHLVtWLPHVKLJKHUDPRQJ
 Indigenous people in the 25–34, 35–44 and 45–54 year age groups;
s SRRUGLHWGXULQJSUHJQDQF\FRQWULEXWHVWRORZELUWKZHLJKWDQG
 Indigenous babies are more than twice as likely to have a low birth 
 weight (13.2%) than non-Indigenous babies (6.1%) (Halse 2010, p. 
 10).
Such statistics show the importance of improving the health of Aboriginal 
women.
Major Health Risk Factors for 
Indigenous Health
2YHUZHLJKW DQG REHVLW\ SRRU QXWULWLRQ DQG LQDGHTXDWH SK\VLFDO DFWLYLW\
are major health risk factors for serious diseases, including cardiovascular 
disease, diabetes and chronic kidney disease. Smoking and alcohol are also 
health risk factors, and are closely related to overweight/obesity, nutritional 
GHƭFLWV DQG ORZ SK\VLFDO DFWLYLW\ 7KHVH ULVN IDFWRUV DUH KLJKHU DPRQJ
Indigenous Australians with:   
s RYHUKDOIRI,QGLJHQRXV$XVWUDOLDQVLQQRQUHPRWHSDUWVRI
 Australia 15 years and older doing very little or no exercise,   
 compared with 33% of non-Indigenous Australians.
s ,QGLJHQRXV$XVWUDOLDQVEHLQJWZLFHDVOLNHO\not to eat the daily 
 recommended amount of fruit and seven times as likely not to eat 
 the daily recommended amount of vegetables as non-Indigenous  
 people of the same age.
s ,QGLJHQRXVDGXOWVEHLQJOHVVOLNHO\WREHRYHUZHLJKWWKDQQRQ 
 Indigenous adults (31% compared with 36%) but much more likely to 
 be obese (34% compared with 18%).
s EHLQJRYHUZHLJKWRUREHVHSK\VLFDOO\LQDFWLYHDQGFRQVXPLQJ
 a diet low in fruit and vegetables estimated to contribute 16%, 12% 
 and 5% respectively to the health gap observed between Indigenous 
 and non-Indigenous Australians.
Primary Chronic Diseases and 
Indigenous Australians
Close to 70% of the gap in health outcomes between Indigenous and non-
Indigenous Australians is due to persistent chronic diseases (p. 6; see Closing 
the Gap, 2011; Vos, et al., 2009).
Diabetes, cardiovascular and kidney diseases are chronic health problems 
with common risk factors, including overweight/obesity, poor nutrition, and 
low levels of physical activity. In 2007–08, Indigenous Australians were 12 
times more likely than other Australians to be hospitalised with all three 
diseases. In the preceding period 2003–07, Indigenous Australians with 
all three diseases died at 13 times the rate of non-Indigenous Australians 
(Australian Institute of Health and Welfare, 2012; Closing the Gap, 2011). 
Strategic Responses to Primary 
Risk Factors and Chronic 
Diseases
The Closing the Gap: Indigenous Chronic Disease Package (2011) highlighted 
a number of national strategic actions. For example, in December 2010, 
200 health workers and community educators received training to assist 
Aboriginal and Torres Strait Islander clients with reducing and/or stopping 
smoking. Campaigns to Get Active, Eat Good Food, Live Longer! began in 
Indigenous communities, to raise awareness of healthy living and lifestyle,
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risk factors and chronic diseases, improve access to medical support and 
services, and to ‘build the Indigenous health workforce through education 
and training initiatives’ (p. 26). 
The AWW Programs in Lismore, Tamworth, Kempsey, and Campbelltown 
GXULQJtUHƯHFWHGWKHVHQDWLRQDOLQLWLDWLYHV6SHFLƭFDOO\WKH\
s IRFXVHGRQFRPPXQLW\EDVHGKHDOWKSURPRWLRQ
s SURYLGHGWUDLQLQJIRU,QGLJHQRXVKHDOWKZRUNHUV
s XQGHUVWRRGWKDWVXFFHVVLQDQ,QGLJHQRXVFRQWH[WUHTXLUHVoDKLJK
 level of community ownership and support’; and that programs must
s FRPPLWWRDGGUHVVoEURDGHUVWUXFWXUDOLVVXHVVXFKDVSRYHUW\DQG
 lack of access to a healthy food supply’ (Closing the Gap Clearinghouse, 
 2011; cf. Al-Yaman & Higgins, 2011). 
Overview of the YWCA (NSW) 
AWW Program
Each of the YWCA (NSW) AWW SURJUDPV VWURQJO\ UHƯHFWHG LWV ORFDO
community context. The Campbelltown centres adapted this model for the 
ƭUVWWLPHZKLOHWKHRWKHUORFDWLRQV/LVPRUH7DPZRUWKDQG.HPSVH\KDG
prior experience delivering the AWW Program. 
Programs generally ran for three hours a week over a ten-week period. 
Transport to and from the venue, and childcare, were provided to maximise 
convenience for and the involvement of participants. This support was 
invaluable because participants were FRQƬGHQWWKHLUFKLOGUHQZHUHVDIHDQG
were therefore able to concentrate more fully on the presentations.
Each participant received helpful tools and resources, including a program 
manual, a pedometer, a portion plate for measuring meal sizes, and a fridge 
magnet showing the Healthy Eating Pyramid and information about the 
fat content in foods. Some programs prepared and distributed additional 
material, such as fact sheets on nutrition, safe levels of alcohol consumption, 
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heart attack warning signs, and healthy cooking recipes. Some participants 
received a ‘smoking butt’ bucket and sand to encourage smoking outside of 
the home, and all these resources were well regarded.
Each week, the three-hour program was organised around:
s SURYLGLQJDQGLQFUHDVLQJDFFHVVWRKHDOWKDQGPHGLFDOLQIRUPDWLRQ
 
s LPSURYLQJQXWULWLRQDQGKHDOWK\HDWLQJDQG
s LQFUHDVLQJSK\VLFDODFWLYLW\DQGZHOOEHLQJ
Each program used similar principles and resources but was tailored to 
the needs of the local participants and context. For example, the Tamworth 
program partneredZLWK D ORFDOƭWQHVV FOXEJ\PWKDWSURYLGHGDSHUVRQDO
WUDLQHU WR GHOLYHU WKH ƭWQHVV VHVVLRQV DQG RŐHUHG GLVFRXQW J\P UDWHV IRU
participants and graduates of the AWW Program. Eleven ladies attended at 
least one session at the gym, and four ladies also had follow-up tai chi classes 
at a local community centre. 
In the Lismore program, one group ZDVYHU\NHHQRQƬWQHVVDQGJRWUHDOO\
into zumba, but another group focused on relaxation in response to ladies’ 
needs. Other programs included yoga and Pilates, due to ladies’ interests 
and the availability of instructors. The Lismore programs also developed a 
SDUWQHUVKLSZLWKWKHORFDOJ\PDQGDTXDWLFFHQWUHDQGIRXUODGLHVIURPWKH
AWW Program joined the gym.
Participants in the AWW Program across all sites ranged in age from teenagers 
(some still at school) to over 60 years old; this enabled intergenerational 
sharing, learning and change. At some sites there was a very VSHFLƬF and 
successful strategy of:
engaging Elders in the community and Elders promoted the program 
and encouraged Aboriginal women to attend. 
This strategy demonstrates the application of the recommendations from 
the previous evaluation (Halse, 2010), that the AWW Program support and 
strengthen local Aboriginal women’s sense of self-determination, capacity 
building, and community cohesion. 
The numbers of graduates from previous programs trained as program 
leaders, mentors or assistants at the various locations were: Lismore, 7; 
Tamworth, 6; Kempsey, 8; Campbelltown, 7. This is in keeping with the 
recommendations from the previous evaluation (Halse, 2010), which related 
to further training, leadership development and capacity building from 
within the ranks of program participants. Further, growing the pool of local, 
skilled and experienced facilitators is critical for meeting increased demand 
for ‘continued delivery, and for expanding the program to other communities 
. . . so that Indigenous women can deepen their knowledge to establish 
healthy lifestyles for themselves, their families and communities’ (p. 5). As 
one program coordinator noted, trainees:
required a lot of supervision but their skills grew and they ran a 
program that stuck to the guidelines with some great outcomes.
7KUHHtJUDGXDWHVZHQWRQWRFRPSOHWHD&HUWLƭFDWH,,&RPPXQLW\
Activities) at a NSW TAFE. These achievements are consistent with 
recommendations in the previous evaluation for a ‘formal leadership program 
IRUFRXUVHJUDGXDWHV WRHTXLS WKHPZLWKWKHVNLOOV WREHFRPHFRPPXQLW\
based program leaders’ (Halse, 2010, p. 28).
Each program was designed to connect with and use the expertise of 
practitioners and services in the local area and region. Guest speakers were 
IUHTXHQWO\HQJDJHGIURPPHGLFDOKHDOWKHGXFDWLRQDQGWUDLQLQJZRUNDQG
welfare organisations. This strategy linked participants more into a range 
of services and support networks and contributed to the building of social 
capital and community cohesion among participants.
All programs provided a well-balanced mix of content and practical application. 
Information sessions linking physical inactivity with chronic diseases were 
FRPSOHPHQWHGE\H[HUFLVHDQGƭWQHVVFODVVHV,QIRUPDWLRQVHVVLRQVRQWKH
importance of nutrition and healthy eating were combined with the group 
preparing and eating a healthy meal. Every program also included a ‘Stop 
Smoking’ session. These sessions were valuable opportunities for the women 
to bond and to strengthen their commitment to improved wellbeing and 
mutual support. As one coordinator reported:
The women in the group built strong connections to each other, and 
regularly met outside of the group.
During 2010 and 2011, between 223–233 Aboriginal women participated 
in one or more of 15 programs delivered across rural and regional NSW in 
Lismore, Tamworth, Kempsey and Campbelltown. This is an increase of 
between 90–100 participants in programs, compared to the 11 programs 
evaluated in 2009, although some women were repeat participants (see 
Table 1). 
Table 1. Participant numbers and program frequency
Location No. of 
programs
Total 
participants
Comments
Lismore 5 70-80 Numbers in the last 2 
programs between 20-30
Tamworth 2 30
Kempsey 3 63 Two venues
Campbelltown 5 60 Two venues
Total 15 223-233
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Data for the evaluation were collected through:
s SDUWLFLSDQWVXUYH\VFRPSOHWHGEHIRUHDQGDIWHUWKHSURJUDP
s ZULWWHQUHSRUWVIURPSURJUDPFRRUGLQDWRUV
s ƭHOGQRWHVIURPDQH[WHUQDOHYDOXDWRU
Data collection focused on changes in participants’ knowledge and practices 
in relation to:
s QXWULWLRQFKURQLFGLVHDVHVDQGKHDOWK\HDWLQJ
s H[HUFLVHƭWQHVVDQGZHOOEHLQJ
s SHUVRQDODQGVRFLDOLPSDFWRISDUWLFLSDWLRQ
Key Findings 
7KHGDWDDFURVVDOOSURJUDPVLQGLŐHUHQWORFDWLRQVFRQVLVWHQWO\VKRZHG
that:
s SDUWLFLSDQWVpNQRZOHGJHDERXWIRRGTXDOLW\FKURQLFGLVHDVHVGHQWDO
 FDUHDQGWKHGDQJHUVRIVPRNLQJLQFUHDVHGVLJQLƭFDQWO\DVDUHVXOWRI
 the program. 
7KH HYLGHQFH FRQVLVWHQWO\ LGHQWLƭHV WKDW WKH SURJUDP HPSRZHUHG
participants in relation to their health and wellbeing, increased ladies’ sense 
of agency and empowerment (see Bainbridge, 2011; Fredericks, 2009) and 
built individual resilience and social capital in culturally appropriate ways.  
Surveys pre- and post-program show:
s LPSURYHPHQWVLQSDUWLFLSDQWVpIUHTXHQF\DQGGXUDWLRQRIH[HUFLVH
 DQGWKHLUVHOIDVVHVVHGOHYHOVRIƭWQHVVDQGVWDPLQD
Weight-loss was not the chief priority of the programs but:
s weight losses of 1–5kg per participant were common across all 
 groups, testifying to healthier and more regulated eating which,  
 combined with increased physical activities, contributed to weight  
 reduction.
In relation to eating habits, participants reported an :
s increase in the variety of foods eaten, as well as an increased 
 knowledge of the nutritional value of the foods.
In relation to smoking, across all the programs:
s participants’ knowledge about the dangers of smoking grew 
 uniformly from low/medium at the start, to medium/high by the end.
In one cohort, seven participants signed up to an external ‘Stop Smoking’ 
program after completing the AWW Program.
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Table 2 summarises the overall changes in habits of food preparation and 
consumption across the delivery of all programs in all locations:
Table 2.  Changes in habits of food preparation and consumption
Type of behaviour No. of participants % of total no. of 
participants
Buying healthier foods 152 68%
Cooking healthier meals 148 66%
Being more thoughtful about 
food & drink consumption
134 60%
Trying recipes from new 
cookbook
193 87%
Giving more consideration to 
children’s/family’s dietary needs
112 50%
Trying to drink more water 162 73%
'ULQNLQJOHVVFRŐHHWHD 81 36%
.H\)LQGLQJVIRU6SHFLƭF6LWHV
In addition to the statistical evidence, the successes of 
the AWW Programs are highlighted in observations, 
anecdotal reports, and impact statements reported 
by the program coordinators and the independent 
evaluator. 
Lismore
Between 70 and 80 ladies participated in 5 
separate programs in Lismore. The impact of the 
program on their knowledge and understanding 
of health and medical issues was evident 
in their survey responses, which were 
completed before and after participating 
in the program. In all categories surveyed, 
participants moved from low levels of 
knowledge to medium/high.
For example, all ladies initially rated their habits of observing nutritional 
information on food labels as low (1 or 2 on a scale of 1–5: i.e. low–high). After 
the program, two thirds of ladies rated themselves at a level of 4.
Increased knowledge of and understanding about the dangers of smoking 
changed from low (1 or 2) for all ladies at the start of a program to high (5) 
IRUWKUHHTXDUWHUVRIWKRVHZKRFRPSOHWHGWKHSURJUDP7KHUHZHUHVLPLODU
shifts in participants’ self-assessment of their knowledge about food groups, 
portion sizes, and chronic diseases such as diabetes and kidney disease. The 
full set of responses related to health information appears immediately 
below:
Table 3. Lismore: Impact on health knowledge
Knowledge Before/
After*
Ranking
Low                                                                                        High
Fats in foods Before 48 22 0 0 0
After 0 0 13 45 5
Prepare healthier 
meals
Before 46 24 0 0 0
After 0 0 9 41 7
Diabetes Before 20 18 62 0 0
After 0 0 42 24 0
Nutritional info 
on food labels
Before 43 27 0 0 0
After 0 0 25 43 5
Kidney disease Before 13 35 21 0 0
After 0 0 26 30 10
Dangers of 
smoking
Before 27 53 0 0 0
After 0 0 15 21 27
Dental care Before 24 66 0 0 0
After 0 0 9 52 2
Food groups & 
portion sizes
Before 33 21 16 0 0
After 0 0 5 24 31
* Not all participants in the Lismore programs were able to complete the 
post-program survey.
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These changes highlight that the health information sessions during the 
program consistently built ladies’ knowledge bases in relation to food, 
nutrition, certain diseases, and health management options. The extent to 
which this new knowledge was applied is not known, but the evidence indicates 
DVLJQLƭFDQWLPSDFWGXULQJWKHZHHNVRISDUWLFLSDWLRQLQHPSRZHULQJODGLHV
to take control of their health and wellbeing. 
6LPLODU SRVLWLYH FKDQJHV RFFXUUHG LQ UHODWLRQ WR WKH H[HUFLVH DQG ƭWQHVV
sessions during the program.
7DEOH/LVPRUH,PSDFWRQVHOIUDWHGƭWQHVV
Skill Before/
After*
Ranking
Low                                                                                                      High
Self-rated 
ƭWQHVV
Before 11 22 17 0 0
After 2 12 17 4 0
Table 5. Lismore: Impact on exercise duration
Before/
After*
5 mins 10 mins 30 mins 60+ 
mins
Duration of 
exercise
Before 19 21 10 0
After 0 9 23 2
Table 6. Lismore: Impact on frequency of weekly exercise
Before/After* Once Twice Three or 
more times
)UHTXHQF\
of weekly 
exercise
Before 28 22 0
After 7 24 2
* data not available across all programs
7DEOHVKRZVWKHSRVLWLYHLPSDFWRILQFUHDVHGH[HUFLVHRQWKHƭWQHVVOHYHOV
of participants in the Lismore programs. Participants clearly experienced 
greater stamina in meeting the same physical challenges before and after 
participating in the program.
7DEOH/LVPRUH,PSDFWRQRYHUDOOH[HUFLVHDQGƭWQHVV
Activity Before/
After
Ranking
Strongly                                                                                Strongly
disagree                                                                                     agree
Can easily  
manage 10 
minutes brisk 
walking
Before 26 42 7 5 0
After 0 2 30 31 0
Can climb 
stairs without 
SXőQJ
Before 32 39 8 1 0
After 6 19 23 16 0
The program had a positive impact on eating habits and knowledge about and 
attitudes to food. Before the program, 31 respondents said they did not like 
trying new foods. By the end of the program, only four were reluctant to try 
new foods. Among participants who completed the post-program survey, the 
following examples indicate the kinds of changes resulting from participants’ 
new knowledge:
s EX\LQJKHDOWKLHUIRRGV
s FRRNLQJKHDOWKLHUPHDOV
s EHLQJPRUHWKRXJKWIXODERXWIRRGDQGGULQNFRQVXPSWLRQ
s WU\LQJUHFLSHVIURPQHZFRRNERRN
s JLYLQJPRUHFRQVLGHUDWLRQRIFKLOGUHQpVIDPLO\pVGLHWDU\QHHGV
s WU\LQJWRGULQNPRUHZDWHU
s GULQNLQJOHVVWHDFRŐHH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In Lismore, after having to have an initial health check at the Lismore 
:RPHQpV+HDOWK&HQWUHRXWRISDUWLFLSDQWVLQWKHƭUVWWKUHHSURJUDPV
also accessed other services at the Centre: for example, counselling, further 
health checks. It was reported that this was a great partnership. 
Other community connections/referrals grew out of the program. Some 
women (4) and their children were referred on to Aboriginal Housing; 
others (2) for court support; three for support for domestic violence issues. 
Many participants had high needs—for example, drug and alcohol, domestic 
violence, mental health, homelessness, and the facilitator noted that it was 
fantastic that they kept returning week after week. 
$FURVV DOO ƭYH /LVPRUH SURJUDPV t SDUWLFLSDQWV WKH IDFLOLWDWRU
observed the increased self-esteem of some participants, evident in the way 
the front garden of a house (where pick-up occurred) had been cleaned, with 
new plants added to the garden around the front steps. This was further in 
evidence in the way the ladies were:
realising they are just [as] valuable as their children and other family 
members, and 
buying meditation CDs and taking their time to relax and get some 
peace in their homes.
All these changes were grounded in growing displays of openness and trust, 
OHDYLQJWKHSURJUDPOHDGHUXQHTXLYRFDOLQKHUƭQDODSSUDLVDO
The positive change in the lives of the women, their enthusiasm to 
keep attending and their expressed desire for us to keep it running 
are a genuine testament to the success of the program.
The program gave facilitators the opportunity to develop and transfer their 
NQRZOHGJHDQGVNLOOV5HƯHFWLQJRQKHUUROHDQGZRUNGHOLYHULQJWKHSURJUDPV
one facilitator spoke of having:
a much better idea about structure and sequence of topics and 
DFWLYLWLHV WKDWZLOO EHVW IDFLOLWDWH WKH OHDUQLQJ SURFHVV RQ GLŏHUHQW
levels for the women who attend the program.
These insights are vital for mentoring other women participants to deliver 
future programs, and are important in meeting one of the recommendations 
from the previous evaluation, to ‘ensure sustainable and systematic change’ 
(Halse, 2010, p.6).
Tamworth
During 2010, Tamworth ran two 10-week AWW Programs, attended by an 
average of 30 participants. All ladies ranked their knowledge of dental care 
in a pre-program survey at either very low (1) or low (2), but by the end of 
the programs more than two thirds ranked their knowledge of this issue as 
high (4). There was a similar shift in ladies’ knowledge of food groups and 
appropriate portion sizes. These developments are typical of the pattern at 
DOO VLWHV LQFUHDVHGNQRZOHGJHDQGXQGHUVWDQGLQJRIVLJQLƭFDQWKHDOWKDQG
PHGLFDOLVVXHVDVDUHVXOWRIWKHTXDOLW\DQGFRQWHQWRILQIRUPDWLRQSURYLGHG
by the program (see Table 8).
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Table 8. Tamworth: Impact on health knowledge
Skill Before/
After
Ranking
Low                                                                                         High
Knowledge of 
fats in foods
Before 22 8 0 0 0
After 0 0 6 22 2
Prepare 
healthier 
meals
Before 22 8 0 0 0
After 0 0 7 21 2
Diabetes Before 5 12 13 0 0
After 0 0 10 10 10
Nutritional 
info on food 
labels
Before 22 8 0 0 0
After 0 0 15 11 4
Kidney disease Before 5 20 5 0 0
After 0 0 4 17 8
Dangers of 
smoking
Before 4 26 0 0 0
After 0 0 10 18 2
Dental care Before 11 19 0 0 0
After 0 0 7 22 1
Food groups & 
portion sizes
Before 21 3 6 0 0
After 0 0 5 21 1
The Tamworth programs had a positive impact on participants’ health and 
ƭWQHVV
7DEOH7DPZRUWK,PSDFWRQVHOIUDWHGƭWQHVV
Skill Before/
After
Ranking
Low                                                                                                         High
Self-rated 
ƭWQHVV
Before 10 16 4 0 0
After 0 0 5 24 1
Table 10. Tamworth: Impact on frequency of weekly exercise
Before/After Once Twice Three or 
more times
)UHTXHQF\
of weekly 
exercise
Before 16 10 4
After 6 22 2
Table 11. Tamworth: Impact on exercise duration
Before/
After
5 mins 10 mins 30 mins 60+ mins
Duration 
of exercise
Before 17 11 2 0
After 0 9 19 2
7DEOHVtVKRZVLJQLƭFDQWLQFUHDVHVLQWKHIUHTXHQF\RIH[HUFLVHDQGOHYHOV
RI SHUFHLYHG ƭWQHVV GXULQJ WKH SURJUDP DQG WKDW WKH QXPEHU RI ZRPHQ
exercising twice a week doubled from 10 to 20. Table 12 (below) shows 
WKHLPSDFWRIPRUHUHJXODUH[HUFLVHLQFOXGLQJWKHZHHNO\ƭWQHVVVHVVLRQV
embedded in the actual program) on program participants. 
7DEOH7DPZRUWK,PSDFWRQRYHUDOOH[HUFLVHDQGƭWQHVV
Activity Before/
After
Ranking
Strongly                                                                                Strongly
disagree                                                                                     agree
Can easily
manage 10 
minutes brisk 
walking
Before 7 21 1 1 0
After 0 2 14 14 0
Can climb 
stairs without 
SXőQJ
Before 19 17 3 1 0
After 5 12 10 3 0
For some participants, the changes in diet and increase in exercise also 
produced some weight loss consistent with their expectations.
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Table 13. Tamworth: Impact on desired weight loss
Before/
After
1kg 2kg 3-5kg 5+kg none
Duration of 
exercise
Before 1 15 3 9 1
After 10 6 9 2 12
While 12 out of 30 participants were the same weight at the end of the 
program, the remaining 18 participants surveyed achieved some weight loss, 
with the majority losing between 1–5 kgs as a result of increased exercise 
and changes in diet.
Before the program, 12/30 respondents said they did not like trying new 
foods. By the end of the program, only 2/30 held to this view and the number 
who liked trying new foods quite a bit almost doubled from 12/30 to 22/30. 
All 30 participants who completed the post-program survey also 
acknowledged that it had created changes in their eating/drinking and 
lifestyle habits. This included:
s EX\LQJKHDOWKLHUIRRGV
s FRRNLQJKHDOWKLHUPHDOV
s EHLQJPRUHWKRXJKWIXODERXWIRRGDQGGULQNFRQVXPSWLRQ
s WU\LQJUHFLSHVIURPQHZFRRNERRN
s JLYLQJPRUHFRQVLGHUDWLRQWRFKLOGUHQpVIDPLO\pVGLHWDU\QHHGV
s WU\LQJWRGULQNPRUHZDWHU
s GULQNLQJOHVVWHDFRŐHH
For 27/30 of the participants, the program promoted thoughts about 
changing their lifestyle in light of their experiences during the program.
,QWHUPVRIRYHUDOOH[SHULHQFHSDUWLFLSDQWVPRVWHQMR\HGWKHƭWQHVVVHVVLRQV
(13/30), the cooking/health (10/30) and the information sessions (7/33), and
LQGLFDWHG WKDW WKH ƭWQHVV SURJUDPV ZHUH IXQ ZHOO SDFHG DQG SURYLGHG
VLJQLƭFDQW RSSRUWXQLWLHV IRU SDUWLFLSDQWV WR JDLQ DQ LPPHGLDWH VHQVH RI
personal pleasure and satisfaction. 
In Tamworth, all ladies participating in the program had an initial health check 
at the Tamworth Aboriginal Medical Service (TAMS). Showing the positive 
impact of the program on increased awareness of and connectedness to 
community resources, some ladies linked up, variously, to Aboriginal housing 
services (2), domestic violence support (2), a counselling service (2), and a 
Quit smoking initiative (2) after completing the program.
Kempsey
7KH WKUHH SURJUDPV LQ .HPSVH\ ZHUH GHOLYHUHG DFURVV WZR GLŐHUHQW
venues, giving the program a dynamic nature. For example, an exercise 
physiologist was engaged to conduct the weekly exercise classes, to ensure 
that participants were properly instructed about warming up/cooling 
GRZQVWUHWFKLQJDHURELFDQGVWUHQJWKZRUNDQGFRUUHFWWHFKQLTXH)RUWKH
weekly health and medical information sessions, material was tailored to 
accommodate participants’ learning styles and to ensure it is relevant for use 
in the community. Facilitators regularly sought feedback from participants to 
be incorporated in future sessions. This is an important example of how the 
program worked to improve the individual health of the women participants, 
while also building capacity within the community for improved wellbeing. 
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The coordinator summarised the key outcomes of the Kempsey programs as 
follows:
s RQJRLQJVXSSRUWIURPDQGFRQWLQXHGXWLOLVDWLRQRIFRPPXQLW\
 resources;
s SDUWLFLSDWLRQDQGPRGHOOLQJE\FRPPXQLW\(OGHUV
s FRQWLQXHGFRPPLWPHQWWRHLWKHUZDONLQJJURXSRU]XPEDFODVV
s HPEHGGLQJSURJUDPZLWKLQDQHWZRUNRIRWKHUKHDOWKVHUYLFHVDQG
 programs;
s ZLGHUDQJHRIDJHVDPRQJVWSDUWLFLSDQWVDQG
s H[SDQGLQJWHDPRIWUDLQHGSURJUDPIDFLOLWDWRUV
The program coordinator reported that working at the grassroots level lay at 
the heart of these achievements. Observations by the independent evaluator 
also noted the ways in which the Kempsey AWW program was becoming 
more wholistic and focused on lifestyle and wellbeing as well as addressing 
health and medical needs. For example, one of the facilitators noted that 
the women/mothers were concerned that their learning translates to kids’ 
behaviourDQGZLWKWKHSURJUDPpVHŐHFWLYHQHVV LQUHPRYLQJthe stigma of 
pursuing help. One participant described the program as:
 the best thing that ever happened to this community. 
Tables 14 and 15, summarising the survey data from the Kempsey ladies, 
highlight the pattern of progress and positive changes they experienced as 
participants. Across the range of issues related to increased knowledge and 
understanding, there was uniform movement, from low (1–2) at the beginning 
to medium/high by the end (3–5). 
Table 14. Kempsey: Impact on health knowledge
Knowledge Before/
After
Ranking
Low                                                                                               High
Fats in foods Before 27 29 7 0 0
After 0 0 12 48 3
Prepare 
healthier meals
Before 30 33 0 0 0
After 0 0 20 30 13
Diabetes Before 11 42 10 0 0
After 0 0 24 29 10
Nutritional info 
on food labels
Before 29 27 6 1 0
After 0 0 39 14 10
Kidney disease Before 37 24 2 0 0
After 0 0 0 47 16
Dangers of 
smoking
Before 30 33 0 0 0
After 0 0 43 20 0
Dental care Before 48 15 0 0 0
After 0 0 17 43 3
Food groups 
and portion 
sizes
Before 49 12 2 0 0
After 0 0 22 36 5
In addition to the knowledge and understanding of medical and health issues, 
WKH SURJUDP KDG D SRVLWLYH LPSDFW RQ SDUWLFLSDQWVp H[HUFLVH DQG ƭWQHVV
patterns (see Tables 15–17).
7DEOH.HPSVH\,PSDFWRQVHOIUDWHGƭWQHVV
Skill Before/
After
Ranking
Low                                                                                                         High
Self-rating 
RIƭWQHVV
Before 27 26 10 0 0
After 19 40 4 0 0
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Table 16. Kempsey: Impact on frequency of weekly exercise
Before/After Once Twice Three or 
more times
)UHTXHQF\
of weekly 
exercise
Before 41 20 2
After 19 40 4
Table 17. Kempsey: Impact on exercise duration
Before/
After
5 mins 10 mins 30 mins 60+ mins
Duration 
of exercise
Before 38 15 7 3
After 0 18 39 7
7KHWDEOHVVKRZVLJQLƭFDQWLQFUHDVHVLQIUHTXHQF\RIH[HUFLVHDQGOHYHOVRI
SHUFHLYHGƭWQHVVGXULQJWKHSURJUDPZLWKWKHQXPEHURIZRPHQH[HUFLVLQJ
twice a week doubling from 20 to 40 during the program, with a further four 
ladies exercising three or more times a week by the end of the program. These 
ƭJXUHVLQGLFDWHWKDWPRUHWKDQWZRWKLUGVRISDUWLFLSDQWVZHUHDGGLQJ
an additional exercise routine to their week, in addition to the exercise class 
undertaken during the weekly program. 
7DEOH.HPSVH\,PSDFWRQRYHUDOOH[HUFLVHDQGƭWQHVV
Activity Before/
After
Ranking
Strongly                                                                                    Strongly
disagree                                                                                         agree
Can easily 
manage 10 
minutes 
brisk walking
Before 9 15 19 20 0
After 0 10 23 30 0
Can climb 
stairs 
without 
SXőQJ
Before 19 28 14 2 9
After 7 27 19 10 0
Table 18 highlights the direct impact of more regular exercise, including the 
ZHHNO\ƭWQHVVVHVVLRQVHPEHGGHGLQWKHDFWXDOSURJUDP,PSURYHPHQWV
LQVWDPLQDZHUHSDUWRILQFUHDVHGƭWQHVVDVDUHVXOWRISDUWLFLSDWLRQLQWKH
program and additional, voluntary exercise.
For some participants, the changes in diet and increase in exercise also 
produced some weight loss consistent with their expectations.
Table 19. Kempsey: Impact on desired weight loss
Before/
After
1kg 2kg 3-5kg 5+kg none
Desired 
weight loss
Before 4 19 23 10 7
After 15 18 6 0 24
A majority of ladies (39 out of 63) achieved some weight loss, with more than 
half of all ladies (33/63) losing 1–3 kgs, and 6 losing 3–5 kgs, indicating the 
SRVLWLYHLPSDFWRILQFUHDVHGH[HUFLVHDQGFKDQJHVLQWKHTXDOLW\DQGTXDQWLW\
of food consumed.
Before the program, 13/63 respondents said they did not like trying new 
foods. By the end of the program, only 6/63 held to this view. Similarly, before 
the program 24/63 respondents said they liked trying new foods a lot. By the 
end of the program, 33 participants were most enthusiastic about trying new 
foods. These changes suggest the positive impact of the wider range of new 
foods introduced during the nutrition sessions, as well as during the practical 
cooking classes.
Participants in the three Kempsey programs rated the sessions/information 
in the following descending order of popularity:
1. fats in foods 
2. self-esteem
3. goal setting
4. making meals healthier
5. reading food labels
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All 63 participants who completed the post-program survey also 
acknowledged that the program had created changes in their eating/drinking 
and lifestyle habits. This included:
s EX\LQJKHDOWKLHUIRRGV
s FRRNLQJKHDOWKLHUPHDOV
s EHLQJPRUHWKRXJKWIXODERXWIRRGDQGGULQNFRQVXPSWLRQ
s WU\LQJUHFLSHVIURPQHZFRRNERRN
s JLYLQJPRUHFRQVLGHUDWLRQWRFKLOGUHQpVIDPLO\pVGLHWDU\QHHGV
s WU\LQJWRGULQNPRUHZDWHU
s GULQNLQJOHVVWHDFRŐHH
For 52 of the participants (over 80%), the program promoted thoughts about 
changing their lifestyle in light of their experiences. 
In terms of overall experience, more than half of participants most enjoyed 
WKHƭWQHVVVHVVLRQIROORZHGE\WKHFRRNLQJKHDOWK\HDWLQJDQGWKH
LQIRUPDWLRQ VHVVLRQV  7KHVHƭJXUHV UHSUHVHQW D IDLUO\ HYHQ VSUHDG RI
popularity and success for all three components of the programs delivered 
in Kempsey. 
Campbelltown
,Q &DPSEHOOWRZQ ƭYH SURJUDPV ZHUH GHOLYHUHG DFURVV WZR ORFDWLRQV
Rosemeadow and Claymore, during 2010. Campbelltown has ‘one of the 
largest populations of people identifying as Aboriginal and Torres Strait 
Islanders in NSW’ (Campbelltown City Council, 2009, p. 2). The exercise 
FODVVHV IRFXVHG RQ KHDUWƭWQHVV \RJD DQG3LODWHV $V QRWHG HDUOLHU WKUHH
ZRPHQIURPWKHVHSURJUDPVVXFFHVVIXOO\ZHQWRQWRFRPSOHWHD&HUWLƭFDWH
II (Community Activities) at a NSW TAFE. Another graduate successfully 
gained employment as a trainee childcare worker. These successes highlight 
the way that participation in the AWW ProgramJHQHUDWHVEHQHƭWVIRUWKH
individual, while also contributing to the community capacity-building of 
Aboriginal women (Halse, 2010).
The Campbelltown programs attracted a total of 60 participants. Evidence 
indicates that the program had a positive impact on ladies’ knowledge and 
understanding in relation to fats in foods, making healthier meals, knowledge 
about chronic diseases, dental care, and the dangers of smoking. All but 2 of 60 
participants had rated their knowledge of kidney disease at either the lowest 
1 (34) or at 2 (24) at the start of the program. By the end, 44 participants rated 
their knowledge at a level of 4, and the remaining 16 at the highest level, 5. 
Table 20 shows the positive improvements in health knowledge.
Table 20. Campbelltown: Impact on health knowledge
Skill Before/
After
Ranking
Low                                                                                             High
Fats in foods Before 25 28 7 0 0
After 0 0 12 45 3
Prepare 
healthier meals
Before 28 32 0 0 0
After 0 0 20 27 13
Diabetes Before 10 40 10 0 0
After 0 0 24 27 9
Nutritional info 
on food labels
Before 26 27 6 1 0
After 0 0 39 14 9
Kidney disease Before 34 24 2 0 0
After 0 0 0 44 16
Dangers of 
smoking
Before 30 30 0 0 0
After 0 0 40 20 0
Dental care Before 45 15 0 0 0
After 0 0 15 42 3
Food groups & 
portion sizes
Before 47 11 2 0 0
After 0 0 22 33 5
3UHDQGSRVWSURJUDPLQIRUPDWLRQIURPSDUWLFLSDQWVLQGLFDWHVWKHVLJQLƭFDQW
SRVLWLYHLPSDFWRIWKHKHDOWKDQGƭWQHVVVHVVLRQV
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7DEOH&DPSEHOOWRZQ,PSDFWRQVHOIUDWHGƭWQHVV
Skill Before/
After
Ranking
Low                                                                                                      High
Self-rating 
RIƭWQHVV
Before 27 23 10 0 0
After 17 39 4 0 0
Table 22.  Campbelltown: Impact on frequency of weekly exercise
Before/After Once Twice Three or 
more times
)UHTXHQF\
of weekly 
exercise
Before 39 19 2
After 17 38 3
Table 23. Campbelltown: Impact on exercise duration
Before/
After
5 mins 10 mins 30 mins 60+ mins
Duration 
of exercise
Before 38 12 7 3
After 0 16 37 7
7DEOHVtVKRZVLJQLƭFDQWLQFUHDVHVLQIUHTXHQF\RIH[HUFLVHDQGOHYHOVRI
SHUFHLYHGƭWQHVVGXULQJWKHSURJUDP7KHQXPEHURIODGLHVH[HUFLVLQJWZLFH
a week doubled from 19 to 38 during the program, and the duration of their 
exercise routines increased, ranging from a minimum of 15 minutes (16) to 
over an hour (7), with the majority (37) averaging 30 minutes per routine.
Table 24 shows the direct impact of more regular exercise on participants. 
7DEOH&DPSEHOOWRZQ,PSDFWRQRYHUDOOH[HUFLVHDQGƭWQHVV
Activity Before/
After
Ranking
Strongly                                                                                   Strongly
disagree                                                                                        agree
Can easily 
manage 10 
minutes brisk 
walking
Before 9 15 16 20 0
After 0 10 23 27 0
Can climb 
stairs without 
SXőQJ
Before 19 28 11 2 0
After 7 27 17 9 0
For some participants, the changes in diet and increase in exercise also 
produced some weight loss.
Table 25. Campbelltown: Impact on desired weight loss
Before/
After
1kg 2kg 3-5kg 5+kg none
Desired 
weight loss
Before 4 18 21 10 7
After 15 17 4 0 24
A majority of ladies (39) achieved some weight loss, with more than half 
(32/60) losing 1–3 kgs, and 4 participants losing between 3–5 kgs as a result 
of increased exercise and change in diet. 
Before the program, 12/60 respondents said they did not like trying new 
foods. By the end of the program, only 6/60 held to this view. Before the 
program, 24/60 respondents said they liked trying new foods a lot, but this 
number had grown to 33 participants by the end of the 
program as a result of the wider range of new foods 
introduced during the sessions on nutrition 
and in the cooking classes.
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Participants in the Campbelltown programs rated the sessions/information 
in the following descending order of popularity:
1. fats in foods 
2. self-esteem
3. goal setting
4. making meals healthier
5. reading food labels
Of the 60 participants who completed the post-program survey, 49 (over 
80%) also acknowledged that the program had created changes in their 
eating/drinking and lifestyle habits. This included:
s EX\LQJKHDOWKLHUIRRGV
s FRRNLQJKHDOWKLHUPHDOV
s EHLQJPRUHWKRXJKWIXODERXWIRRGDQGGULQNFRQVXPSWLRQ
s WU\LQJUHFLSHVIURPQHZFRRNERRN
s JLYLQJPRUHFRQVLGHUDWLRQWRFKLOGUHQpVIDPLO\pVGLHWDU\QHHGV
s WU\LQJWRGULQNPRUHZDWHU
s GULQNLQJOHVVWHDFRŐHH
For 52 of the participants (over 80%), the program promoted thoughts about 
changing their lifestyle in light of their experiences during the program. 
In terms of overall experience, the most enjoyable sessions were those on 
ƭWQHVVKHDOWK\FRRNLQJDQGWKHLQIRUPDWLRQVHVVLRQV
7KHVHƭJXUHVUHSUHVHQWDIDLUO\HYHQVSUHDGRISRSXODULW\DQGVXFFHVVIRUDOO
three components of the programs delivered in Campbelltown. 
Summary and Conclusion 
The evidence from program participants, program coordinators, facilitators 
and mentors demonstrates the success and value of the YWCA NSW 
Aboriginal Women’s Wellbeing Program. The AWW Program grew from the 
North Coast Aboriginal women’s HEALInG model but is being tailored and 
adapted to the local conditions, to available community resources, and to 
the expertise of individual coordinators, and is solidly anchored in the local 
networks and communities of Indigenous women and their families. Levels 
of participation remained high throughout the ten-week duration of the 
SURJUDPZLWKDVLJQLƭFDQWQXPEHURIJUDGXDWHVXQGHUJRLQJIXUWKHUWUDLQLQJ
and involvement as program assistants, mentors and leaders, as well as 
WUDLQLQJLQUHODWHGƭHOGVRIFRPPXQLW\ZRUNDQGEXLOGLQJFXOWXUDOFDSLWDO
7KH SURJUDPV FRPELQH HŐHFWLYH GHOLYHU\ RI LQIRUPDWLRQ ZLWK SUDFWLFDO
activities that impact positively on the wellbeing of individual participants. 
7KHVHEHQHƭWVLQFOXGH
s LQFUHDVHGNQRZOHGJHDQGDZDUHQHVV
s JUHDWHUDFFHVVWRUHVRXUFHVDQGVHUYLFHV
s KHDOWKLHUFKRLFHVRIIRRGDQGEHYHUDJH
s UHGXFHGVPRNLQJ
s LQFUHDVHGƭWQHVV
s ZHLJKWORVV
s FRPPXQLW\FDSDFLW\EXLOGLQJ
s HPSRZHUPHQWDQGVHOIGHWHUPLQDWLRQ
s UHGXFHGULVNRIH[SRVXUHWRFKURQLFGLVHDVHVDQG
s KDSSLHUDQGKHDOWKLHUZRPHQDQGIDPLOLHV
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The successes and growing popularity of the AWW Programs are strong 
JURXQGV IRU VXSSRUWLQJ LWV FRQWLQXHG JURZWK DQG DGHTXDWH UHVRXUFLQJ ,W
LV ZRUWK QRWLQJ WKH H[WHQW WR ZKLFK WKHVH VXFFHVVHV UHƯHFW LQGHSHQGHQW
HYLGHQFH RI HŐHFWLYHZD\V WR FORVH WKH JDS EHWZHHQ ,QGLJHQRXV DQG QRQ
Indigenous life and health outcomes. These include:
s FRPPXQLW\LQYROYHPHQWDQGHQJDJHPHQW
s DGHTXDWHUHVRXUFLQJZLWKSODQQHGDQGFRPSUHKHQVLYHLQWHUYHQWLRQV
s UHVSHFWIRUODQJXDJHDQGFXOWXUH
s ZRUNLQJWRJHWKHUWKURXJKSDUWQHUVKLSVQHWZRUNVDQGVKDUHG
 leadership;
s GHYHORSPHQWRIVRFLDOFDSLWDO
s UHFRJQLVLQJXQGHUO\LQJVRFLDOGHWHUPLQDQWV
s GRLQJSURMHFWVZLWKQRWIRU,QGLJHQRXVSHRSOH
s FUHDWLYHFROODERUDWLRQDQG
s XQGHUVWDQGLQJWKDWLVVXHVDUHFRPSOH[DQGFRQWH[WXDO
 (Al-Yaman & Higgins, 2011).
Based on an evaluation of the evidence, it is recommended that:
s SURJUDPSDUWLFLSDQWVDQGOHDGHUVFRQVROLGDWHDQGFDSLWDOLVHRQWKHLU
 achievements by further documenting  and disseminating their  
 experiences and learning;
s SURJUDPOHDGHUVKLSFRQWLQXHVWREHVRXJKWDQGQXUWXUHGIURPZLWKLQ
 the ranks of program participants;
s SDUWQHUVKLSVFRQWLQXHWREHGHYHORSHGZLWKORFDOWUDLQLQJ
 organisations in order to formalise and enhance the skills base 
 generated by on the job training;
s SURJUDPFRRUGLQDWRUVVHHNWRIXUWKHULQWHJUDWHWKHLUSURJUDPVZLWK
 existing Aboriginal and other health and medical services in their 
 areas;
s SURJUDPFRRUGLQDWRUVFRQWLQXHWREHVXSSRUWHGLQWKHGHYHORSPHQW
 of their leadership and governance skills and capabilities;
s IXWXUHSURJUDPVFRQWLQXHWREHSURSHUO\IXQGHGDQGVXSSRUWHGZLWK
 ongoing evaluation of their progress and achievements.
By building on the existing platform and incorporating the above 
recommendations, the YWCA NSW Aboriginal Women’s Wellbeing Program 
can contribute to the further development of Aboriginal women’s health 
literacy and improved health status and continue to make a vital contribution 
to realising the fourth policy priority in the current National Women’s Health 
Policy, which seeks to:
 Ensure the health system is responsive to all women, with a clear  
 focus on illness and disease prevention and health promotion. 
 
(Department of Health and Ageing, 2010)
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